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Known HIV Infection 
Known HBV Infection 

Still Birth 
No Consent from Mother 

Transplantable Genetic Disease 
Collected Blood Volume: 

< 40 ml since 8/93 
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Anti-HBc Prevalence by 
History of Blood or STD Risk Factor 
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HBsAg Prevalence by 
History of Blood or STD Risk Factor 
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NYBC PLACENTAL BLOOD PROGRAM 
DATA FORM 

COLLECTION DATA 

Date of Collection: - -(mm/dd/yr) Time Collection Began: (AM/PM) 

No. of Infants Delivered in This Pregnancy: _ 

If Multiple Elirth, Is This Infant q A, cl B or cl C? 

If Multiple ECirth, is the Placenta Single? Cl Yes a No 

Placenta Weight (grams): 

Number of Arteries: a Two Cl One 

Number of Sticks for This Collection: 

Collection Bag Lot Nnmber: - Expiration Date: 
hmh4 

Was extra anticoagulamt added? q Yes 

If Yes, what volume? mL. 

If Yes, Collection Bag Lot Number 

a No 

Expiration Date: 
(mm&) 

Collection by: (Initials), (Staff ID Number) 

Note: Complete Rest of Data Form Only If Mother Gives Consent. 

4/28/00 



I Data Form, Page 2 > i. 
‘* LABOR AND D&LIVERY 

Mother’s Age (years): _ 

Date of Infant’s Delivery: (mm/dd/yr) Time of Infant’s Delivery: (AM/PM) 

I Did Mother Have Labor? 0 Yes q No 

1 ::gI ~~~~~~~“.b~ Induced, 0:” h”urs6f~~~~~tkd with DruLFutes)’ a Neither 

Type of Anesthesia: [a General Cl Spinal q Epidural q Local/Pudendal q IV/PO Meds Only 

a 0the.r a None 
(specify) 

Route of Delivery: q Vaginal •1 C-Section 

If VaPinal, Was Delivery By . . . q Forceps, q Vacuum Extracted or Assisted 0 Neither? 

If C-Section, What Was The Reason? 0 Sched./Elective 0 Failed VBAC a Other 
(specify) 

in Mother at Delivery? q Yes 

If &, Mother’s Highest Temperature Prior to Delivery: “C ( “F) 

/ 

If Yes, What Was the Diagnosis? 

Was Chorioamnionitis (Amnionitis) Diagnosed? 0 Yes c] No 

Other Complications During Labor and Delivery? q Yes q No 
If Other Compdications, What Diagnosis? 

Antibiotics Taken Before Delivery (within 24 hours)? q Yes q No 
If Yes, Name of Drug(s): 

r 

Other Medications Taken Before Delivery (within 24 hours)? 
If Yes, Name of Drug(s): 

q Yes q No 

Mother’s Parity: No. of Pregnancies (Including Current): 

No. ofMiscarriages/Ect.Preg/Still Birth: 

Medical Record Reviewed by: 

No. of Live Births (Including Current): 

No. of Induced Abortions: 

(Initials), (Staff ID Number) 

4/25/00 



Gestational Age (wcclcs) (Pcdiotrician’s Examination): -_ 

-- -- 

ID Label 

Any Complications in Infant Bcforc Discbargc IIomc? 0 Yes tii No 

If-, Anemia or Other l3Iood Discesc? Ll Yes 0 No 
If ycS, Diagnosis: --~----.--.--.-~-----.---._---_- .__. _ --._----. 

Jarr odice? Cl Yes 0 No 
If &, Diagnosis: __._ ______ -.----..-.. I-iighcsl 13ilirubin (‘l‘ohl) 

Infection? 0 Yes 0 No 
If &, Diagnosis and Organism: 

Birth Defect? 0 Yes 0 No 
II’ycS. I~iagnosis: .._ __ _______ -_ .---_. _-.- -.-.--- .-__ --___ . . .-. .- ._ .- . . 

OlllL!l? cl Yes 0 No 
If ycS, Diagnosis: __ -____--- -- 

Comments: _ __--___ - - 

Infant’s Medical Record Reviewed by: .. (Initials) (Stall‘ ID Nundms) 

Saliva Collected/Supcl-vised by: (Initials) -_-_ (Staff ID Number) -__ _____ 

MOTHER'S YRE-NATAL BLOODTEST RESULTS 

Was the Mother Tcsttd During This Pregnancy for: 

H Bs Ag? Ll Yes 

If Yc’i -A* a Negative 

.Aliti-fllV” . cl Yes 

IfJl’Y. q NcgIivc 

Syphilis’? 0 Yes 

If!&. O NcgnLivc 

0 No or No Record 

or Cl Positive? Most Recent Test Date:. 

0 No or No Record 

or •I Positive? Most Rcccnt ‘l‘cst Ihtc: _ 

q No or No Record 

or Cl Positive? Most Rcccnl ‘I’cst Dote: 

(mmlddlyr) 

(nlm/dd/yr) 

(nim/dd/yr) 

Mother’s A130 Blood Group: Mother’s Rh Type: _____...____.__ __-. ----- __--_ 

Mother’s Medical Record Reviewed by: (Initials) (Staff ID Number) 

4125100 



Prenatal Care: Cl Ye:; 1111 No 

IfYes, Care Given By: q Private M.D. 0 Clinic 

Was This Pregnancy a Result of Ovum implantation or in vitro Fertilization‘? cl Yes DNo 

If ycS, Mottw’s Ovum? 0 Anotl1er Woman’s? 0 

If Another Woman’s Ovum, was The Donor Related to the Birth Mother’? cl Yes q No 
If Rcliltcd to the IIirlil Molhcr, What was tllc Rclotionsl~ip? 

f f &, spol.lsc’s Sperm? Cl Another Man’s? •i 

If Another Man’s Sperm, was The Donor Related to the Birth Father? Cl Yes 0 No 
If Rclaleil lo tlic LXirlh I~;~thcr, Whal was lllc I~cl~~tionsilip? 

the Result of Artificial Insemination? Cl Yes 0 No 

If yes, spol.lsc’s Spcl.m? cl Another Man’s? q 
If Another Man’s Sperm, was ‘JIe Donor Relaled IO the J3il-rh Father? 0 Yes a No 
If Rclatctl to the Rirth Father. What was the Relationship? .__. -. ..-_..- - 

Estimated Date of Confinement (EDC): ..__._.__,....__ (111m/cld/yr) 

Fetal Diagnostic Tests: a None Cl Amnioccntcsis 0 Chorionic Villous Biopsy 

If Tcvtrtl Ilr;lson IIonc: 0 Mother’s Age A' 0 Oll1cr licason .-__ . ._ . .- -. _~ 
(spccilj, rcasoti) 

If Tcstrd \Yiw lhr Rcsull . . . 0 Norm;~l or -1 

llf Abnormal, Give Diagnosis: 

Any Febrile Illness or Diagnosed Infections? 0 Yes ‘~NO - 
If ycS, IX;lyio.Si.S: ~Ollsel Ihtc 1~s: 0 Yes __ ____.._. -_ -_-__-... - . 

(mmlddiyr) 
0 No 

I 
u No 

OllSC! Ihtc Rx: cl Yes 0 No --~__~ ___~_ ._.. --.-._. 
(mm/dd/yr) 

During This Pregnancy, Did the Mother I-kc I’re-~,clampsi;I? U YCS 

During This Pregnsncy, Did the Mother Have Any Other Type of Hypcrtcnsion (not prc-cclampsia)? 
0 Yes 0 No 

During This Pregnancy, Did the Mother Have Diabctcs Mc&tus? 0 Yes 0 No 

If ycS, What Type: 0 Type I or Juvenile Diabetes (insulin dependent) 

Cl ‘l’ypc I I or Atl~il! Onscl Di;jhclcs (ml insulin tlcpcndcnt) 

0 Geslational (only prcscnt during prcgmicy, wliclher or riot with insulin Rx) 

No. of l31ood Transfusions During L and D or Post-Pal-turn, BEFORE’: Mother’s I3lood Taken: _.--.__--. 

Comments: 

Interview/Medical Record Review by:---- 

__~--.--_-----___----~-.. ---- --_-- -..- 

(Initials) -.__ (Staff ID Number) 
4/25/00 



Has the Mother Donated to the Program 13cfore? 
If Yes or Not Sure, Dates of Previous Births: 

q Not Sure or Delivered in Program Period 

Baby’s Siblings (Live 13orn): fi L3rotl1crs: I’ll11 Hal 1’ ii Sislers: I-1111 I Iall‘ .-- -__ -_-.- --- 

Baby’s Mother’s Siblings (Live 13orn): il Brothers: Ii Sisters: -__-- 

Baby’s Father’s SibIings (Live 130rn): I/ r3rolllcrs: /I Sislcrs: 

Did Any Siblings, Aunts or Uncles Die Before 10 Years of Age (including stillbirth)? 0 yes 0 No 

If &. Relationship to Baby and Cause of Death: 

If’&, liclationship to Baby and Cause 0l‘Dealll: ..-._- 

Is the Mother Adoptelcl? 0 Yes u No Is the Father Adopted? a YCS 

Are the Baby’s Mother and Father Related to Each Other by Blood? 0 Yes 
11’ycs. I IO\\, Arc ‘I‘llC), l<clatccl lo l-kIcI1 Otlw? 

0 No 

0 No 

Have the Mother, Father, Grand Parents or Anv Siblings, Aunts, or Uncles Had Any of the Diseases I3elo~~ 
That Run in the Family or Are Hereditary? 

Canccr/LeulcCmia: 0 YCS a No If ycS, List Affcctcd Family Mmbcrs (by Relationship to 13aby) and ‘I‘ypc ot‘Cnncer. 

- 

_-__--~---- _~ _____. -..-.---.-.----- -. 

Diabetes Mcllitw: cl Yes n No IfycS, List Al’lkctcd I~amily Mcmbcrs (by liclationship to Baby) and if”l‘ypc I/Juvwile 
(insulin-dependent) or Type II/Adult-onset (not insulin dependent). 

..-.-_--.. ---. .._ . . ..-..... ~.. -~.-- .--- 

____- -____.- .___-. -..----- -__.---- - .--._-._--. 

Red Blood Cell Discasc~ (c.g.. Sickle Ccl1 Disease or Trait, Tlialcssemia (Coolcy’s), I~illlCOlli’S Anemia, (XI’D Or otlw red ccl1 
enzyme deficiency, Spherocytosis, 13lliptocytosis, Prophyria or Dinmond-I3lackl’nn Syndrome). 

cl Yes a No If&, List AFfccted Family Mcmbcrs (by I<elntionship to f3aby) and Discasc 

.-- --- _~__-------- ___- 

,...._ ,.. .- _ ._ _.._. .-- - .” - 

Wllitc l$lo(j(l C~II/IIUIIIIIIIC lkficiencv I~isc;~scs (c.g., KID, Chronic Glant~lomalous Discax, Wiskolt-Aldrich Syndron1e, 
I-ly~o~lo~ulinemia~Nezelhol’s Syndrome, ADA or PNP Deficiency, DiGeorge’s Syndrome, 

I. - 

Erytlwophagocytosis, I-listiocytosis, I<~~~III~I~II’s Disease, X-linked Lymphop~olifcrative 
Discasc, Chccliak-I-lipshi Syndrome, Neutrophil I<eccptor Dcficicncy). 

cl Yes u No If Yes? List AHcc~ed Family Members (by Relationship to Baby) and Disease. 

___-.-----. -. 



Data Form, Page 6 ID Label 

Platelet Discascs (e.g., Glanzmann’s Disease, IHereditary Thrombocytopcnia, I-lcrcdilary Telangicctasia, Alport’s Discasc. 
Platelet Storage Pool Disease, Bernard Soulicr Syndrome, von Willebrand’s Disease). 

0 Yes 0 No ll’m, List Affected Family Members (by Relationship to Baby) and Diseasc. 

- -- ---- - I__-__-___--.__-- 

MctabolidStoragc Discascs or Osteopetro& (c.g., Tay-Sachs, Ata>tia-Tclangiectasia, Gauch’s, Niemann-Pick Syndrome, 
Lesch-Nyhan Syndrome, Hurler’s, Hunter’s or San Filippo’s Disease, Krabbc’s Discasc, 
Mucopolysaccharidosis, Adrenolcukodystrophies or Ostcopetrosis): 

R Yes q No If&, List Affected Family Members (by Relationship to Baby) and Disease. 

--_ _--. ____--- ------ 

Other Diseases That Run in the Family: 

-- ___----.- -.. ---_____ 

cl Yes q No IrycS, List Affcctcd Family Members (by Relationship to Baby) and Disease. 

_-.---- -- _.-----.__ ..-_-_-. ~. _-- .__.. ..____..___ 

INFANT'S ETHNIC BACKGROUND 
MOTHER: 

Mother's Race: (Mother’s choice) 

Hispanic 
Blacli. IIWI-I lispaliic 
White, non-Hispanic 
Asian 
Other: - 

(specify) 

Mother’s Birthplace: _.... ___.__.____..__. -- ___ ---_ 
((‘OUllll-y) 

Mother’s Mother’s Birthplace: 
________.__ - _~.-..--__--.-..---... 

(l’Olrlllr\‘~ 

Mother’s Father’s Birthplace: 

(Colmtry) 

FATHER: 

Father’s Raw: (Molhcr’s choice) 

Cl Other: _ _ _ . ___...... -._ ..___ 

Mother’s Religious Background: 

0 I~rolestanl 
cl Calltulic 
m Jewish 

x 
Muslim 
I IillClll 

i ;Lydhist 
tier: -~--- 

(specify) 

If not USA/Canada, year immigrated: .-. - .------ ---- 

Mother’s Ancestry (check all that apply): 

R Western Europe q China, Japan, Korea 
i Eastern E~iropc Cl Southeasl Asia, IJhilippincs 

Scandinavian Ei11~0pc 0 Pacific Islands (Mclancsia/Polyncsia) 
Cl Mctli[crrancnn Europe q India. IIXII, l%ltistan, Afghanistan 
c] Middle East, N. Africa 0 N/S American Indian 
q Africa cl olhcr:.~~~~~~~~~~~ 

Cl Unknown/Uncertain (specify) 

Father’s Iicligiorls 13ackgr0~1~tl: 

c1 Protestant 
00 Catholic 

Jewish 

cl Muslim 
q Hindu 
0 Buddhist 
0 0th~ '- 

(spccilk) 



Father’s Birthplace:. 
(coullll-y) 

Father’s Mother’s Birthplace: 
-.---_-_--.-.-- .._----.. --.-.-. 

(C’lwlr)‘) 
Father’s Filthcr’s Birthplace: 

-- 

cl Wcslcrn Ellropc cl 

cl Easlcrll Europe 

China, .lilpilll, I<olu 

E! 

Cl Southcasl Asia, f’liilippines 
Scnnclinavian E~~ropc g Pacific Islands (Mclancsinil’olytlcsia) 

U Mcclilcrrancan I~LII.O~C 
0 Middle f:asl 

U India, Iran. Pakistan, Al~lianistan 
q N/S A lllcricnll Indian 

Cl AfYica cl Other: - ---- ---- 
U Unknown/lJncertain (specify) 

MOTHER’S Rrslc FACTOR HSTORY 

Did You Smoke During This l’rc~nancy‘~ ~_______.________________________________......................... .____._._.___ q Yes 0 No 

In the Past Three Years, I-Iave You Been Outside of U.S.A./Canada or Puerto Rico? . . . . . n yes 

If ycS, What Country? Most Recent Date: -__ 
(m niiddlyr) 

If ycS. What Country? _._ Most Rcccllt ~a(c: ._ __._ ___.. __ _. 
(llllll/dd/yl~) 

If ycS, What Country? Most Recent Da: -.___- --_---_----- 
(llllll/cid/yr) 

0 No 

Since 1995, Have You Lived in England for Six Months or More? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0 Yes 0 No 

If ycS. Dart at Stat-1 01‘Residencc: (miii/clcl/yr) 

Dntc at End of Rcsiclence: ., (lmlcld/yr) 

Nave You Ever had a Swim JJhcss? ______.._.__________________________.____________.._ _ __________________________________ Q Yes 0 No 

If yes, Wlmt Disease?: Dale of Onsel: --_- 
(mm/dd/yr) 

If 1’c.s Wll;il I>iscasc?: -. _... Ihicof‘ollscl: .,_- 

(llllll/cki/yr) 

If Cancer, Did You Take Any Cancer Chcmol~s During This Pregnancy? cl Yes 0 No 
If Yes, Name of Drug (s): --- --.-- 

Did You Take Tcgesin During This I’rcgnancy’J ~._____.___.__.._._._..._.._______________________.__._.__...__. cl Yes 0 No 

Have You Ever had Malaria’? ,...,.,,....,......,.................,........_.......................,....,....,....,.............................. 17 Yes 
If ycS, Date of* Most Recent Episode or Treatmcnl: .-- --..- (mmlddiyr) 

c] No 



Have You Ever had Lyme Disease‘? ~.....................~..~.~.~..~..~.~......................,~.~....~......~..~........,....,......... 0 yes 
If a, Date of Most Recent Episode or Treatment: ^_____--.._--__ (middlyr) 

0 No 

Have You Ever had Chagas Disease? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . LI YCS 0 No 
If ycS, Date of Most Recent Episode or Trcatmcnt: ___ (mmldd/yr) 

Have You Ever had Babesiosis? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0 yes 0 No 
If &, Date of Most Rccenl Episode or Treatment: (mm/dd/yr) 

Do You Have Creutzfeldt-Jakob Disease (CJD) or a Related Neurologic Illness’?.................. 0 YCS 
If ycS, Name 01‘ Disease: -__ __- --. --- 

0 No 

I 1 

Have You Ever had l-lepatitis, a Positive Test I’or Hepatitis or IHepatitis Virus Inl‘ection’?... q yes 0 No 

if yes, ‘fypc A’? cl Yes 0 No Date: ___- ___-.- 

0 No 

0 No 

0 No 

(Illln/tlcl/yr) 

Dale: 
(mm/dd/yr) 

Date: ___-___-..----._--__-- ___ __. 
(mm/cld/yr) 

Date: .,. _.. - . .._ . 
(mm/dd/yr) 

a Yes q No D:llC: 
(mm/dd/yr) 

In tlic past 12 niontlis. I liwc You I-IacI Scs with. I,ivccl wi[ii. of I-Iacl Any Olhcr Type o~Conlact with a Person 

Who. During ‘Ik~t ‘l‘irnc. hnd I-Icpatitis. Jaunclicc, a I’ositivc ‘I‘cst l‘or I Icpalitis or I-Icpalitis Virus Inl’cclion? 
0 Yes 0 No 

If ycS, Type of Hepatitis: Date of Onset: (mm/dd/yr) -____.- --- 

Type of~Contnct: 0 sex 
Date o[‘Most iiccc~~t Contact: 

0 Livecl with (No Ses) cl OlllW _____ .--_--_. -_ __- _I,_~~~~~__~~_~~~ ---____ 

(llllll/dd/yr) (spwilL) 

If Yes. Type of I-lcpatitis: Dale of Onset: (mmlddiyr) .___ -. .---. . . . -~~. _.---.---..--- .-.- 



I 1 
During This Pregnancv, Did You Handle Dirty Cat Liter or Cat Feces? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0 YCS a No 

I 

I IfycS. Did the Cat Ever Go Outdoors During the Pregnancy? cl Yes c] No 
I 

In the Past 12 Months, tlave You I-lad Any Immunizations or Vaccinations? . . . . . . . . . . . . . . . . .._........ q YW 0 No 

Ifycs, ProdLIC1: . . . Most Rcccn~ Dose: -__ (mm/dd/yr) 

If yes, Prodllct: . . . . Most Recent Dose: _______- (mnliddiyr) 

In the Past 12 Months, I-Iave You Had Acupuncture? __.___........_.._._____._______________.._.........._._______, 0 YCS 

If&, Date ol‘Most Rcccnt Puncture (mm/dd/yr) 

q No 

In the Past 12 Months, Have You I-lad a Transhsion of Blood or Any Blood Cells or Component 

(including hushd’s WBCs Ibr I’\s ol’cardiolipin antibodies)? ._....__._._._.._..__._______________._._.._. 0 Yes 

I I’ yes, Type of C0mp011cnr (s) 01’ Cells: 

0 No 

If’-, Dates of MOSI Rcccnt ‘I‘mnslilsion: ---_ (tnmiddiyr) (nm/dd/yr) 

In the Past 12 Months. Have You Gotten Ears, Nose or Any Other Body Part Pierced‘? . . . . . . ..~ YCS 

I I’&, Dak of‘ Most Recent Piercing: ___ __--____ (mmlddiyr) 

c] No 

In the Past 12 Months, Have You Gotten Any I’ennanent Tattoos? ..,..,.........__............................. 0 Yes 

IfycS, Date 01’ Most Recent Tattoo: -- (m~/dd/yr) 

0 No 

Do You I--law I-Icniopl~ilia or Any I3lceclin, 1~ Disordcf? ..,.........,.........,..,_........,.........,........._._._.....__..... cl Yes 0 No 
If ycS, Name of Disease: -- 

l fycS, I-lavc You Ever lkcn ‘I’rcatetl with ;I I-luiiian-dct.ivctl Clolling Factor. ” Ll Yes q No 

. . . . . . . . . . . . . . . . If ycS, Date of Most Rcccnt ‘I’rea~~ncnl: ---- (mm/dd/yr) 

l-law You Ever Ihxivcd I-Iimian PiLcIilary Growl11 Hormone? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0 Yes 0 No 

If Yes, Wltcn Was llic Last Time? (mm/dd/yr) 



In the Past 12 Months, Have You had Contact wih So~monc &.&‘s l3lood 01’ Other ~ocly Fluids &r will1 

Equipment that Might have had Someone Else’s Blood or Other Body Fluids on Itch........... a yes 0 No 

lf9. Was 1llC contact... cl at Worlc ( cl at I-I0n1c 01’ ) 0 Orlw Sile? 
(mom’s occupalion) 

If&, Was ‘kre Any Spccilic Accidental Exposure? cl Yes 0 No 

Ifycs, Was it by Ncctlle SticIdPunct~~rc? Cl Yes a No 
Date ol’Mosl Ibxxmt Slick: ---__-__ (mm/tld/yr) 

Cut? 0 Yes tii No 
Dale 01‘ MOSI Rccunt Cut: -._--.---.- ..__. --.-.- .._... _ ., (Illmitidiyr) 

Splash in Eycs/Moulh‘? cl Yes a No 
Date of Most Recent Splash: (nmlddiyr) 

Have You Ever had Sex with Anyone Who was I-IIV (AIDS Virus) Positive or had AIDS?.... a YCS m No 

If&, Date ol’I.ast Sesllal Cont3ct: ___ _,_, -___, ,-- ._.--..-_- .__--_ -.-- (mn1/cld/yr) 

Nave You Ever had Sex with a Man Who was I-Iemophiliac, Bisexual or Used I.V. drugs?.... c] yes 0 No 

If ycS, Date of I,ast Sexual Contact: _--..--__-----.- (middlyr) 

Nave YOLI Ever had Sex wik a Man Who has ken in Prison or was Incarccratcd~? . . . . . . . . . . . . .._.. a YCS 0 No 

If yes, Dntc ol’& Sexual Contact: (mm/dd/yr) 

Have You Ever been Given or Taken Money or DI.LI~S in E~chnngc for Sex? 0 YCS 0 No 

IfYes, When was the Last ‘he? _ (mm/dd/yr) 

In the Past 12 Months, I-lave You been Tm~tcci for or Diagnosed with a Sexually Transmitted Disease (STD)? 
0 Yes 0 No 

IfycS, What Was the S’I‘D? Syphilis Cl Yes 0 No Date of Most Recent Ds or Rx: __--- __- (in nllddlyl.) 

collor~llc;l 0 Yes 0 No Date 01’ Most Rcccnt Ds or Rx: (nmlddlyl.) 

Gcflital Herpes 0 Yes 0 No If Hcrpcs, Date of First Episode. (nm/dd/yr) 

Clll~lIllydiil Cl YCS 0 No Dntc of’Mosl Reccn~ Ds or Rx: (nm/dd/yr) 

other S’I‘D cl Yes q No Dulc 01‘ Most licccnl 1)s or KS: (mm’ddiyr) 

If Other STD, Give Diagnosis: 

Have You Ever Used Iiccrcalional Drugs with a Needle (Intravenous or Under the Skin)?..... 0 YCS 

I I’ yes. Dncc !,Llg IJsccl: ,.. -_-.____-._______-_____ ___-_____ _ (mlll/cld/yr) 



Have You & (Jseci C~ocaine or CI.ELC~ Cocaine? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . I . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0 YCS 0 No 

I I’&. I )atc !A!>J I IslY: _ -_ -- __ (Il1III/dll/)/t.) 

Have You Ever Tested Positive f’or AIDS (“SIDA”) or the I-I~m:an ImmuIlodel?ciencyVirus (HIV)? 

cl Yes 0 No 

n the Past 12 Months, IHave You had Any AIDS-like Symptoms? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

If ycS, Date of Onset of Symptoms: (mm/dd/yr) 

a Yes a No 

Are There Any Neccllc ‘I’raclts Suggesting Drug Abuse? .,.. a Yes 01 No a Coulcl NOI tlsaminc Well 

Do You Think the History is Accurate? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .._..._........................................... a Yes a No 

IfNo, Why Not? (clxck all rhat apply) 

Llc omprchsioti 

GIL anguagc Barriet 

0 Witnesses/Family Members in the Room 

0 Father’s Family History Questionable 

0 Other ( 

(specify) 

Comments: 

Intcf-vicwcI-/EsaIniilct-:........ -.-...-- ..--.. (Illili;lls) (S~all‘li) Nt~mbcr) 



. Data-Form, Page 12 

Note: To Protect Confidentiality, This Page Will Be Detach From 
Data Form One Month After Test Results are Reported. 

Mother’s Name: 
(first) (m.i.) (last) 

Address: 

Home Telephone: 

Mother’s Chart Number: 

Infant’s Chart Number: 

4125100 
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